The evidence is that the greater effectiveness of seminar teaching derives from the opportunities students obtain to relate personally to patients and to their teachers; also, tutorial teaching enables the teacher more effectively to convey his own interest in the students' efforts to learn.
Combined Teaching
By teaching a class of students in Year C with a combination of lectures and seminars, the effects could be assessed of the addition of some small group seminars to a course consisting predominantly of lectures. In brief, the results achieved by the combined teaching were intermediate between those of lecture and of seminar group teaching. Some tutorial sessions added to the lecture course influence student attitudes more positively than occurs after an exclusively lecture course, but the effect is less than results from tutorial teaching.
Dr F M Martin (Research and Intelligence Unit, Greater London Council) read a paper entitled Aspects of the Sociology of Medical Education. Meeting May 9 1967 Psychiatry in General Hospitals Dr D L Wingate (The Middlesex Hospital, London) Psychiatry and the Hospital Doctor Technology expands as the technologist becomes a specialistthese processes are inevitable consequences of each other. But while specialization may suit the technologist, the layman may be less happy. If his car mysteriously breaks down, his first need may be for a mechanic, rather than a carburettorist or a gearboxologist. As with mechanics, so with doctors: a medical specialist undertakes to devote his special skill to only one system of the patient; in so doing, he acknowledges his relative, or absolute, incompetence to treat disorders of other systems.
Nevertheless, a sufficient variety of specialists applied to separate aspects of a problem should between them achieve a total solution to that problem. Yet, although medical policy in this country favours the organization of the hospital system along specialist lines, little is known about the quality, or quantity, or even the value of the work done under this system. In 1951, one commentator remarked: ' We are told so little about the work of the National Health Service that we might well be amazed at Parliament's willingness to go on voting vast sums for it on little more than the unproven affirmation that the money is needed' (Lafitte 1951) . Nor are existing data on hospital care necessarily relevant or accessible; as some recent workers have remarked: 'Much that is already collected is stored undisturbed by human thought' (Peterson et al. 1967) .
Are Psychiatrists Different?
In large British hospitals, all medical staff are arranged according to specialties; their work is orientated towards that specialty, as are, in varying degrees, their loyalties and enthusiasms. In such a system, demarcation disputes must arise. A typical example is the problem of the elderly man admitted to a surgical ward for prostatectomy. Suppose that shortly after surgery he develops a dense hemiplegia. A physician is called into consultation and confirms the diagnosis of cerebral hwemorrhage. The patient is now too incapacitated to return home. The surgeon politely requests the physician to take the patient to the medical ward as the patient is 'blocking a bed'. The physician politely declines on the grounds that diagnosis is complete, and no special medical treatment is required. Each pleads to the other the immensity of his waiting list, in itself a symbol of specialist status (Powell 1966) . The result is stalemate, but each side understands the other: the moves are ritual.
But more serious are the disputes and differences that arise through a lack of understanding or collaboration between specialists. This is most marked, among hospital doctors, between psychiatrists and nonpsychiatrists. Psychiatric services have developed a degree of physical separation which sets them apart from all other hospital services. This has not been the result of rational planning, but of historical evolution. Abel-Smith (1964) has described the development of British hospitals from the eighteenth century. At that time, the voluntary teaching hospitals were set up as multi-specialty hospitals, a primitive model for today's general hospitals. The rest of the hospital system consisted of workhouses. The workhouse system proliferated into a dual system to produce on the one hand the local hospitals and, on the other, the mental hospitals. The local hospitals have gradually evolved to become the 'district general hospitals' of today (or, at least, tomorrow); but the mentally ill remain in their own enclaves. Thus, however vigorously attempts are made to insert psychiatrists into general hospitals, much of their time and interest, and professional life, must still be spent elsewhere. Perhaps more profoundly, psychiatrists are denied the opportunity for easy and unrestricted social contact which exists between other specialists; even at a junior level.
Psychiatry and the Student
The teaching of a specialty at the undergraduate stage must, to a considerable extent, determine the extent to which the graduate will accept it as a familiar discipline. But medical education does not comprise only formal teaching, but also exposure to the total hospital environment. Yet, at the time of writing, only 50% of London undergraduate teaching hospitals have psychiatric beds in the main hospital, adjacent to the medical school, and none of these in-patient units is intended for the reception of emergency admissions. Although teaching hospitals may have psychiatric units in other hospitals in the group, the physical separation of these units makes them unfamiliar to students. Thus, in spite of prodigious efforts in psychiatric teaching in associated or neighbouring hospitals, this means that, to the undergraduate, the psychiatric patient is a different kind of patient, and the psychiatrist a different kind of doctor.
But when the student qualifies, there is little stimulus to rouse his flagging psychiatric energies. As a house officer, he will not be encouraged to diagnose and treat psychiatric disorder, for all too often, should he find such a case in one of his beds, that patient will be referred to as 'blocking a bed'; and the young doctor is likely to be commended not for his therapeutic skill, but for the speed with which the bed is 'unblocked' by transfer of the patient elsewhere. As a junior hospital doctor, he will achieve a close and informal relationship with all his other junior colleaguesexcept the psychiatrist. And should he opt for psychiatry as a career, he is only too likely to feel that he has crossed the Rubicon.
Psychiatry and the Medical Ward
The gulf between psychiatrists and other hospital doctors is, in some ways, most obvious in the medical ward. Because both psychiatrists and physicians often deal with symptoms which have no obvious origin, it is inevitable that their spheres of interest should frequently overlap. Nevertheless, the doctrine of negative diagnosis remains fashionable among physicians; the underlying principle may be summed up by the statement: 'We'll do a blood count, chest X-ray, barium meal, ECG, and intravenous pyelogram: if these are normal then the symptoms must be psychiatric'. The technique allows the medical specialist to assert his skill without dabbling in unfamiliar concepts. But would the physician diagnose chest disease merely by excluding disease in other systems of the body? To the patient, it is confusing; successive investigations confirm his worst fears of underlying malignancy, and the final reassurance is often far from reassuring.
There is nothing new in the assertion that many patients in medical wards are suffering from psychiatric illness. The problem is to obtain psychiatric assessment for the patient without delay. One system, realistic only in a hospital with a sizeable psychiatric staff, is to allot psychiatric staff to specific wards; while this makes the physician aware of which psychiatrist he should call, it does not necessarily increase the degree of collaboration, since the psychiatrist is still likely to be much occupied at another hospital, and unable to attend ward conferences for joint consultation with the physicians on problems of management. Thus the physicians, bent upon exploring the pathophysiology, may ignore the relevance of the psychiatric state, while the psychiatrist may make unjustified assumptions concerning the organic disease state. The fact remains that for all but florid cases of psychiatric disorder, physicians must too often act as psychiatrist, for which role their training has rarely equipped them with knowledge or expertise; but then neither are they provided with psychiatrists.
Psychiatry and the Casualty Department If a casualty department is not quite 'the shop window of the hospital' (to quote an over-enthusiastic administrator), it is at least the front line. Elsewhere in the hospital, patients have undergone some process of selection; at some point before they reach the clinics or wards, they have been selected as suitable for hospital treatment. In the casualty department, patients are self-selected and providing an adequate psychiatric service is a near-impossibility at present. The casualty department of a large central London teaching hospital may be considered as an example. An attempt has been made to provide psychiatric cover from two psychiatric firms, A and B. Firm A is partly based on the main hospital with a resident house officer, who is on call to casualty at night and weekends. Firm A is thus able to provide a reasonable service. Firm B is asked to provide a duty rota during weekdays. But Firm B is based on an associated hospital, and only attends the main hospital for outpatient clinics. Thus the psychiatrist from Firm B is only in the main hospital at an out-patient clinic, when he cannot come to the casualty department; conversely, if he is not in the outpatient clinic, he is probably not in the hospital at all. It is clear that, with the best will in the world, Firm B have little to contribute to this system; the hospital is fortunate to have, in Firm A, a home team; many general hospitals will, of course lack even this. Should the patient require acute admission, the situation is much worse. At this hospital, as with all London teaching hospitals, it is virtually impossible to admit acute psychiatric emergencies to the main hospital unless, as in the case of drug overdoses, the immediate need is for physical treatment. The next stage is the acute unit at the associated hospital. The general policy of this acute unit is to admit patients under 65, who do not have a history of multiple admissions, and are not suffering from psychopathy, drug addiction, or alcoholism; it is unfortunate that the catchment area of this hospital is in the centre of the metropolis where psychopathy, drug addiction, and alcoholism are endemic. The last resort is the catchment area mental hospital which is under some obligation to take the patientbut only if there is an empty bed.
If the casualty officer learns anything, it is guile and cunning in the prolonged use of the telephone. It would be difficult to think of a less constructive situation, and yet, given the separation of psychiatric and nonpsychiatric beds, and the consequent separation of psychiatric and nonpsychiatric staff, can anything better be achieved?
Unfortunately, to analyse a problem is not necessarily to achieve a remedy. It might follow from what has been said that the obvious answer is to move all psychiatric wards into general hospitals. But this solution, even if desirable, would require a capital outlay which is politically unacceptable. A compromise is necessary, and one form that this might take is to allow wards for the reception and assessment of acute psychiatric emergencies in general hospitals.
Such a scheme would provide only a partial solution, for psychiatrists would still find much of their time and energy committed to mental hospitals. But it would allow acute psychiatric emergencies to be treated on the same basis as emergencies in other medical specialties. Moreover, the separation of psychiatric from nonpsychiatric cases into different hospitals at a very early stage is not always appropriate. Some psychiatric cases require the simultaneous management of co-existing organic disease, or toxicological problems arising from the abuse of alcohol, narcotics, or other drugs: at present, mental hospitals may refuse to admit this type of acute case, yet they may not be suitable for an acute medical ward. Moreover, it might prove possible to allow the same doctorat least at the junior levelto care for both acute medical and acute psychiatric admissions. If a proportion of junior doctors not intending to take up psychiatry were allowed even a little experience of psychiatric work, it would give them a perspective of psychiatry which would be of value to them for the rest of their careers.
For a period of years, at a general hospital in London, two acute medical wards and an acute psychiatric observation ward were united under the care of a consultant physician, a medical registrar, and two house physicians, with up to eight undergraduate students attached to the firm. The observation ward was for the reception and assessment of psychiatric emergencies; most admissions to this ward were made under 72-hour orders. When it was clear that definitive in-patient treatment would be required for longer than two or three days, the patient would be immediately transferred to the area mental hospital.
The advantages to the hospital were manifold. Not only could psychiatric emergencies arising in the hospital wards be managed within the hospital, but any type of emergency presenting in the casualty department could be admitted to the hospital; as shown already, the London teaching hospitals cannot make this claim. The proximity of the main hospital allowed variations in the routine pattern of care, so that surgical or medical treatment could be supervised by the appropriate staff while the patient had the benefit ofpsychiatric nursing. This particular arrangement may not have been ideal; certainly it was unorthodox, and it came to an end. But while it existed, it served a useful purpose for the medical staff, for the hospital, and for the community. If not in this way, then in some not dissimilar fashion, it must surely be possible to close the gap between psychiatry and other hospital disciplines. Dr Each has its own catchment area, from which it admits all types of mental illness, and provides appropriate treatment; each is linked with a big mental hospital to which it was anticipated they would send a stream of patients. To our surprise, they are sending only a very small number and seem to be able to deal with their case load without getting silted up ... It is improbable that any further mental hospital beds of the traditional mental hospital type will ever be required. . .' At present the Manchester Region has seventeen such units and they seem to do their work in the way Dr Maclay has described. The doctors who work in the units and the administrators in this Region have, from their own experience, formed the opinion that the units function well, but this has never been systematically investigated. There could be a number of hidden snags which could only be brought to light by a systematic enquiry. It is possible, for example, that patients seek psychiatric help outside the catchment area, particularly if they are dissatisfied with the type of service received at an earlier visit to the unit. Although these patients can be dealt with by the units for a short time, they may find their way into a mental hospital or other institution later if the condition they suffer from happens to be a chronic one not responding satisfactorily to treatment.
When the question of an independent enquiry into the efficiency of the work of these units was raised we seized the opportunity and were very interested to do this work. The Manchester Regional Hospital Board provided a grant and some members of the University Department of Psychiatry undertook the actual research.
The Method
We chose as the method of enquiry a follow-up study of a cohort of patients who were randomly selected as a stratified sample of all first admissions between November 1 1958 and October 31 1959. The unit chosen for the study was the psychiatric department in the Burnley General Hospital. All new admissions were taken into account irrespective of whether they had been incepted as out-patients, on domiciliary visits or by a pastoral consultation in other wards of the hospital, or had come directly as in-patients into the unit.
The total number of such new inceptions was 463, not counting patients who resided outside the catchment area. Table 1 shows the composition of the sample. The object of the stratification of the sample was to load the research sample with patients who could be expected to present the greatest problem for such a service either because of their higher age, or because they suffered from largely chronic conditions. One half of all patients over 60 were included. Of the schizophrenics, the organic psychosyndromes and the epileptics every case was included; of the remainder a random sample of 13 % was chosen, bringing the total of cases investigated to 120.
Every patient was visited four years after inception and the patient and another member of his household were interviewed at length, whereever possible. 
